IMPORTANCE Palliative care considerations are typically introduced late in the disease trajectory of patients with advanced heart failure (HF), and access to specialty-level palliative care may be limited.
A lthough patients with advanced heart failure (HF) experience high rates of mortality and functional decline, palliative care considerations are often overlooked or introduced late in the disease process. 1, 2 Heart failure treatment guidelines now encourage discussion of advanced care preferences, 3 ,4 but many hospitals and most outpatient clinics lack the dedicated palliative care personnel necessary to achieve this goal. We hypothesized that routine initiation of goals of care conversations by a palliative care-trained social worker in high-risk patients with HF would facilitate documentation of care preferences and better alignment of patient and physician prognostic expectations.
Methods
We conducted a single-center, prospective, randomized pilot study comparing the impact of a longitudinal, social workerled palliative care intervention with usual care on advanced care planning and quality of life in patients with HF at high risk for mortality. The full trial protocol is available in Supplement 1. Eligible patients were recruited between September 2014 and December 2015 and included those currently or recently hospitalized at Brigham and Women's Hospital for management with at least 1 poor prognostic indicator (eMethods in Supplement 2). Those already enrolled in hospice or palliative care or anticipated to require cardiac surgery during the 6-month study duration were excluded. Analyses began in July 2016. The study was approved by the institutional review board at Brigham and Women's Hospital. Eligible patients providing written informed consent were randomly allocated 1:1 to a structured, social worker-led palliative care intervention or usual care using a permuted block randomization scheme. All patients were identified and enrolled by the study coordinator (A.E.O.), who was blinded to the allocation sequence.
Patients allocated to the intervention group received a structured goals of care discussion based on the framework of the Serious Illness Conversation Guide 5 conducted by a social worker (A.E.O.) with 5 years of palliative care experience and training in use of this approach. Conversations begun in the hospital were further developed in subsequent telephone or clinic-based encounters. Details of the intervention are provided in the eMethods in Supplement 2. The 2 primary study outcomes were (1) the percentage of patients in each group with documentation of advanced care preferences at 6 months by their usual health care professionals as ascertained from a blinded review of the electronic health record by 2 nonstudy clinicians (K.D. and K.W.) and (2) the percentage of patients with improvement in prognostic alignment, defined as revision of patient expectations of prognosis in a direction consistent with those of the treating physician (eMethods in Supplement 2). Secondary outcomes included the proportion of patients with a Medical Order for LifeSustaining Treatment, advanced directive form, or hospice referral at 6 months (a proxy for physician-level advanced care planning conversations) as well as changes in spiritual wellbeing (using the Functional Assessment of Chronic Illness Therapy-Spiritual Well-Being 6 ), quality of life (using the ab- ). Rates of mortality, care preference documentation, and improvement in prognostic alignment by treatment group were compared in logistic regression models. Change scores from baseline to 6 months on the Functional Assessment of Chronic Illness Therapy-Spiritual Well-Being, the Kansas City Cardiomyopathy Questionnaire-12, the Personal Health Questionnaire Depression Scale, and the Generalized Anxiety Disorder Questionnaire were compared using linear regression adjusted for baseline scores, excluding patients who died or did not complete the 6-month assessment.
Results
The flow of patient recruitment to the study is summarized in Figure 1 . Baseline characteristics of the 50 eligible patients are summarized by treatment assignment in the Table. Of50pa-tients, 26 (52%) were allocated to the intervention group, and 24 (48%) were allocated to usual care. Treating cardiovascular physicians anticipated death within 1 year in 32 patients (64%) but acknowledged that no conversation regarding end-of-life preferences had taken place for 25 patients (50%). By contrast, 27 patients (54%) had a self-predicted life expectancy of more than 5 years and 14 (28%), more than 10 years. Thirty-three patients (66%) indicated they wished to be informed of a physiciananticipated life expectancy less than 1 year, and 41 (82%) affirmed that their remaining lifespan had significant meaning and value. The observed mortality rate at 6 months was 38% with no difference between treatment groups.
At 6 months, after a mean (SD) of 1.9 (1.2) contacts with the social worker, 17 patients (65%) in the intervention group and 8 patients (33%) in the usual care group had documentation by nonstudy staff of advanced care preferences based on blinded audit of the medical record (χ 2 =5.1;P = .02). Formal, physician-level documentation of end-of-life preferences was recorded in 15 patients (58%) in the intervention
Key Points
Question Can routine initiation of goals of care discussions by a palliative care social worker bridging inpatient to outpatient care facilitate greater patient-physician engagement around palliative care considerations in high-risk patients hospitalized with decompensated heart failure?
Findings In this randomized clinical trial, compared with usual care, patients allocated to the social worker-led intervention were more likely to have physician-level documentation of care preferences in the electronic health record and to have prognostic expectations aligned with their physicians without worsening of depression, anxiety, or quality-of-life scores.
Meaning Training and empowering social workers to initiate goals of care conversations for individuals in inpatient care transitioning to outpatient care may improve the overall quality of care for patients with advanced heart failure.
group and 5 (20%) in the usual care group (χ 2 =2. 6;P = .10).
Surviving patients assigned to the social worker-led intervention were much more likely to revise their baseline prognostic assessment in a direction consistent with the physician's assessment (15 [94%] vs 4 [26%]; χ 2 = 14.7; P < .001). (Figure 2 ).
Among 6-month survivors, there was no difference in the change from baseline in depression, anxiety, spirituality, or quality-of-life scores between treatment groups (eTable in Supplement 2).
Discussion
This study provides important guidance for clinical practice. First, a simple risk stratification algorithm successfully identified a hospitalized HF population with an approximately 40% risk of death at 6 months; this simple screening in hospitals may facilitate targeting of limited palliative care personnel to patients most likely to benefit during transition to the outpatient setting. Second, patient and cardiologist estimates of prognosis were frequently misaligned, with most patients grossly overestimating their life expectancy. Most patients believed their life had meaning and value and expressed a willingness to engage goals of care conversations when appropriate. Third, routine initiation of goals of care conversations by a palliative care social worker, with triggered engagement of a palliative care physician as needed, was effective in improving communication between patients and their cardiology clinicians around end-of-life concerns without adverse impact on depression, anxiety, spiritual well-being, or quality of life. Together, these data suggest that palliative care engagement initiated by a social worker may be an effective method for improving advanced care planning and goals of care discussions in patients with advanced HF. Our results amplify an evolving literature emphasizing the value of integrating palliative care into the management of patients with advanced HF. As in other studies, 2 documentation of discussions about prognosis, goals of care, and advanced care planning was poor at baseline despite a high rate of physician-predicted mortality within 1 year and stated patient preference to be informed of limited life expectancy. Marked discrepancy in patient and physician estimates of prognosis emphasizes significant communication gaps, mirroring findings in other HF populations. Research Brief Report Social Worker-Aided Palliative Care Intervention in High-risk Patients With Heart Failure intervention on quality of life and well-being in patients with advanced HF. Our findings reinforce and extend the PAL-HF findings by suggesting the potential for social worker-led interventions to similarly encourage and enhance goals of care discussions. Given our small sample size, the present study was likely underpowered to replicate the quality-of-life benefits seen in the PAL-HF study. 11 However, because access to specialty palliative care at many centers is limited, the model in the present study may represent a less complex, lower-cost, scalable alternative for achieving palliative care goals that could be offered in a broader range of practice settings.
Limitations
Our study has important limitations including small sample size, short follow-up duration, and inability to blind patients and health care professionals to the intervention. In addition, social workers with the requisite training in palliative care may not be readily available at every center.
Conclusions
Use of a trained social worker to initiate longitudinal goals of care conversations may improve patient and physician engagement in palliative care and positively affect the overall quality of care for patients with advanced HF. Although more comprehensive, multidisciplinary palliative care interventions may also be effective, this focused approach may represent a cost-effective and scalable method that can be applied earlier in the course of illness to shepherd limited palliative care specialty resources and enhance the delivery of patientcentered care. 
T primary team will be notified of any high risk features such as anxiety or depression or high symptom burden identified by study staff.
FACIT "
Although we do not anticipate needing to remove any patients from the study, any serious concern about patient safety as a result of this intervention would lead study personnel to discontinue study participation. The option to leave the study or not to participate is also available to all patients.
eMethods. Additional Details of Study Methods

Risk Factors for Poor Prognosis
To be eligible for randomization, patients hospitalized with heart failure (HF) were required to have at least one risk factor for poor prognosis from the following list:  hospitalization for HF management within a year prior to the index hospitalization  age ≥80 years  advanced chronic kidney disease (estimated glomerular filtration rate ≤ 45 mL/min/m 2 )  systolic blood pressure ≤100 mm Hg  serum sodium ≤ 130 meq/L, cardiogenic shock  serious non-cardiovascular illness limiting 1-year life expectancy.
Assessment of Prognostic Expectations
To gather data regarding prognostic alignment, both providers and patients were queried separately at baseline about their expectations of patient prognosis. Physician expectations of prognosis were queried qualitatively using the 'surprise' question. The surprise question (SQ) been suggested as a simple test to identify patients who might benefit from palliative care interventions. [1] It asks clinicians to respond to the question, "Would you be surprised if this patient died within the next 12 months?". Because this was a validated question that is widely promoted in palliative care frameworks for gauging physician estimates of prognosis, we employed this question for this purpose in SWAP-HF.
As we were unable to ask the same question of patients, patients were instead asked to estimate their life expectancy according to predefined categories (<=5 years, > 5 years, > 10 years) at baseline and again at the end of study follow up (6 months) to assess changes in prognostic awareness during the course of the study period.
Details of Social-Worker-Led Intervention
The social-worker led intervention began as a structured goals of care conversation with the patient that was initiated either during the index hospital stay, or at the first post-discharge follow up visit. The format of the initial conversation was based on the framework of the Serious Illness Conversation Guide [2] , which directs the following stepwise approach: A standardized setup of the conversation to introduce the purpose of the conversation, prepare the patient for future decisions and solicit permission to proceed; an assessment of prognostic understanding and preferences regarding receipt of prognostic information; a discussion of prognosis and its implications for decisionmaking; an exploration of key topics including patient goals and priorities, fears and worries, sources of strength, perceived critical abilities, tradeoffs between length and quality of life, and family awareness of preferences and prognosis; and summary impressions and recommendations. This face to face conversation relied on narrative therapy techniques that emphasize scaffolding patient strengths as tied to their values. [3] Techniques such as virtual groups, normalization, case based references and direct discussion were utilized to move the conversation forward. Education was provided around the importance of advanced care planning, the role of health care proxy, and the need for other legal documents such as Power of Attorney. The results of this conversation were documented in the electronic health record and communicated verbally to treating clinicians to catalyze further direct discussions between patients and their providers.
Following this initial conversation, all patients were reviewed with a palliative care physician who provided guidance regarding strategies for facilitation of further discussions and directed specific interventions (formal palliative care physician consultation, Medical Orders for Life Sustaining Treatment, hospice referral, and the like) where indicated. The social worker then reached out by telephone or during subsequent scheduled clinic visits over the 6 month follow up period to further develop the conversation begun with the patient during the initial visit. These subsequent patient contacts were not scripted by protocol, but rather initiated at the discretion of the social worker, at the request of the supervising palliative care physician, or in follow up to requests for information or further discussion by patients or their treating clinicians. During the course of follow up, patients were regularly screened for symptoms of depression, anxiety, pain, and psychological distress, with unmet palliative care or symptom management needs relayed to the treating clinicians and ongoing psychosocial support provided by the palliative care social worker." Change from Baseline in 6 month Survivors 
